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4 000 11-94.1 Initial Comments 4000
A state relicensure survey was conducted at the
faclity from 1/26 - 1/29/15. At the time of
entrance, the resident census was 42.
. ' - 4 123-11-94.1-27 (12) Resident rights and
4123 11-94.1-27(12) Resident rights and facility 4123 l. . o . (12) Resident rights an
practices facility practices '
1. For resident #67 the resident’s care plan
Written policies regarding the rights and was reviewed and revised by the SW, and 02/02/15
responsibilities of residents during the resident's | Nurses based on the resident’s abilities and
stay in the facility shall be established and shall | choice on 02/02/15. The intervention to
be made available to the resident, resident family, remind the resident to use the call light was
legal guardian, surrogate, sponsoring agency or A - g
representative payee, and the public upon deleted due to his severe cognitive
request. A facility must protect and promote the impairment; included was staff clarification to
rights of each resident, including: stand right outside the bathroom door while
(12)The right to be fully informed in advance resident was using the oilet.
about care and treatment and of any changes 2. On 02/02/14-02/13/15 all resident care { 02/13/15
.in‘ that care anq treatment and the right to plans were audited, reviewed and revised by i
participate in P'a"“'”q care and treatment, the SW and Nurses to ensure that it was based i
: unless adjudged incompetent or th ident’s abiliti i d i
incapacitated: on the resident's abilities (cogm 1on an
functional abilities) and choice (respect for
This Statute is not met as evidenced by: privacy).
Based on record review and interview with staff .
members, the facllity failed to revise care plans S5 SR R SRR AT O ) 02/13/15
for 1 (Resident #67) of 14 sampled resident of the (current, new annually) were in-serviced on
26 residents reviewed. the requirements that care plans must be based
Findinas includ on the resident’s abilities (cognition and '
Ll LU 8 functional abilities) and choice on
Cross Reference to 4 136.
2/2/15-2/13/15.  All other staff (Dietitian,
Resident #67 had three falls from 11/12/14 Food Service Manager) was in-serviced on
through 1/26/18. The resident's care plan was 02/10/15.
not revised based on the resident's abilitiss and ‘ ) . .
choice. Review of the comprehensive Resident 4. The DON/designee will audit each month ~ 02/16/15
Assessment Instrument with assessment that care plans are based on the resident’s
reference date of 9/10/14 notes the resident abilities (cognition and functional abilities)
| scored a 3 (severe impairment) when the Brief
Office of Health Care Assurance
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4138

4123
: lntémew for Mental Status was administered. In

Continued From page 1

Saction F. Preferences for Customary Routine
and Activities, how important is it to you fo choose
betWean atub bath shower, bed bath, or sponge
bath the résponse was very important. The -
intewentlon to femind resident to usa the call light
was:fiof appropriate for a resident with a severe
cogitive impairment. interview with the DON
and MDS Coordinator confirmed based on the .
resident's cognitlve ability (shart térm mémory
loss) the resident is unable to benefit from '
traifiing or education to use the ¢all light. The
facility also revised the resident's care plan to
incjude not leaving the resident alone in the
bathroomi, However, the resident doesn't want

.staff members in the bathroom with him, the staff

member left him andthé resident fall. The care

| plan.was not revised to address hoiw staff

méinbers should onitor the resident in the .
béathroom based an the résident's choicé while:
continuing o ensure his saféty.

Thg faciluty failed to revise care plans for falt

| preverition for Resident #67 with history of fails

based on a root cause analysis and an
assessment of the resident's cognitive and

funchonal abillties

11-94.1-30 Resident care

| The facility shall have written policies and

procedures that address all aspects of residant
care heeds to assist the resident to attain and
maintain the highest praobcable health and

‘medical status, inchiding butnot limited to:

(1 ) Respiratory care including ventilator use;

. (2) Dialysis;
| (3) Skin care and prevention of gkin breakdown;

4123

4 136

Continued from page 1

and choice (respect for privacy) and the
results will be reported to the QA Committee
each quarter. Completion date 02/16/15.

4 136-11-94.1-30 Resident care
1. For resident #69. the care plan was 02/13/15 _

reviewed (2/13/15) and did include the
following interventions: Resident developed
acocaygeal abrasion due to umidity to the
coccyx on 9/9/14 with an order of bacitracin
oinfinent and to cover it with non-bordered
foam and was on an air mattress. Shehad a
fan and was reminded to tum and reposition

fice of Hea careAssuranoe
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{4) Nutrition and hydration;
'(6) Fall prevention;

{8) Use of restraints;

(7) Communication; and

‘| (8) Care that addresses appropriate growth and

development when the facility provides care to
infants, children, and youth.

This Statute is not met as evidenced by:

Based on medical record review and staff |,
interviews, the facility failed to maintain the skin
integrity for 1 Resident, R #69, reviewed for
pressure ulcers, and R #67 for fall prevention of
the 26 residents reviewed.

Findings include:

1) Resident #69 was admitted on 8/18/04 with
diagnoses which included: lleocolic anastomotic
leak; septic shock; respiratory failure. Her skin
was intact without pressure ulcers. She had an’
abdominal incision following a recent surgery.

A medical record review on the morning of
1/30/15 revealed that wound assessments were
conducted weekly. On 9/9/14 there was an
abrasion on her sacrum measuring 0.5 cm length
X 0.2 cm width x 0.0 cm depth. The abrasion was
described as "light pink, mild irritation®. The
physician was notified on 9/9/14. The wound
deteriorated according to the wound assessment
dated 9/16/14. It measured 0.5 cm length x 0.5
cm width x 0,1 depth and was described as “light
pink, mild irritation". A physician order dated
9/16/14 noted, "Cleanse the coccygeal abrasion
with NS, apply Bacitracin ointment, then cover
with non-stick dressing every day until healed.

herself. She had an ileostomy and was on
Magic Cup. Resident was seen by a
physician every Tuesday. On 9/16/14 the
dressing order was discontinued and changed
to bacitracin ointment and to cover it with
non-adherent pad. Resident was using
regular underpants during the day. On 9/18/14
was placed on Ensure. On 9/23/14 the
dressing order was discontinued and changed
to bacitracin ointment and to cover it with
bordered foam. On 9/30/14 the skin fractured
and the diagnosis was changed to stage 2
pressure ulcer with a new dressing order of
clean with normal saline and apply duodenum
and to change every 3 days. Care plan was
updated on 10/1/14. The resident was
continent of bowel and bladder. All the above
were care planned and documented.
For resident #67 the resident’s care plan was
reviewed and revised by the DON and ADON
based on the resident’s abilities and choice on
02/05/15. The intervention to remind the
resident to use the call light was deleted due
to his severe cognitive impairment; included
was staff clarification to stand right outside
the bathroom door while resident was using
the toilet. Staff is to check/document the
proper functioning of the alert alarm at the
beginning to each shift; and to ensure that it is
turned on and functioning when the resident
changes location. Staff was counseled to
follow care plans, which is to stand outside
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Dx: coccygeal abrasion" The wound assessment :
i bathro hil
dated 9/22/14 noted the same measurements tho befhroom dodfiwhile
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. y ident is using the toilet.
and status was deteriorated. The comments Test :
stated the wound bed was whitish without signs 2. On 02/02/15 - 02/13/15 all care plans and | 02/16/15
or symptoms of infection. wound assessments were audited, reviewed
' and care plans revised by the DON, ADON
The wound assessment dated 9/30/14 noted and MDS Coordinator to include
Improved wound status, measured 0.5 cm length int tions to prevent pressure ulcers and
X 0.2 cm width x 0.1 depth. Awound physician Ve prevent pres _
was notified and the abrasion was diagnosed as to promote healing with residents with
a stage 2 pressure ulcer to the coccyx area, with pressure ulcers.
d?aﬂ redd::h v:'ouncé bed, no SIQ"SIrisymptoms of From 02/02/15 staff is to check/document all
infection. Resident denied pain during dressing ident’s alert al ¢ o that it is on
change. The treatment remained the same with resident’s ale aI::S d° insm o were
duoderm changed daily. and functioning. Resident care plans w
revised by the DON and ADON just 1
A review of the "Assessment of Pressure Sore resident was already care planned to have
Potelntial“. t<|)<of| dated 9/2/1 4l indicat:%l;e resid?nlt staff stand right outside the bathroom door
was low risk for pressure ulcers. 's menta . ca .
status was intact; general health was stable; while the resident is using the Imlet'kD ?21\/1(/) )
independently mobile; between 61-70 years old; ADON will survey weekly x 2 (week o
normal body weight; no pressure sores; never and 2/09) weeks then monthly (2/16/15) that
incontinent; no diabetes; and no fracfure/hi:tci)ry. alert alarms are functioning and that staff are
Ate 76-100% meals. Consumed 76-100% fluids. followin lans
A e ) g care plans.
No physical restraints and np psychoactive drugs. 3.’All Licensed Nurses and CNAs (current, | 02/13/15
Areview of R #89's care plan titled, new and annually) were in-serviced on the
"Potentialfactual impaired skin integrity related to requirements that a resident must receive
1~,'2|e‘/33t°my- 2. Mid abdominal Wougldhg-d necessary treatment and services to prevent
(9/23/14) Coceyx". Interventions included, individual’s clinical
“(9/2/14) 0.5 x 0.2 om excoriation to coceyx, clean [roames s “"‘esst th‘:hmtd:;" s clinic
with nommal saline, apply Bacitracin ointment, condition demonstrates that they were
cover with non-bordered foam every day. unavoidable; and a resident having pressure
(9/23/14) Cleanse with normal saline, apply sores receives necessary treatment and
Bacmzd;', Oilr:lmfe':ttl"lecovﬁr with borc:.:r;d zoatrg the services to promote healing, prevent infection
every day". No further changes were made .
care plan. The abrasion then became a pressure and prevent new sores from developing _
ulcer. (resident was wearing own cloth underwear);
were in-serviced on the requirements that
on the moming of 1/30/15 revealed she was no 4 ented d functionine at the
working when the resident was in the facility. An e o A5 ol an onmg

Jffice of Health Care Assurance )
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Interview with the MDS (Minimum Data Set) beginning of the shift. Staff must follow
Coordinator on the morning of 1/30/15 found the care plans and not
facility assessed the resident and determined R leave residents unattended while using the
#69 skin breakdown was from moisture. A fan toilet on 02/02/15 — 02/13/15. All other staff
was placed in the room on 9/2/14 when the ‘ (Dietitian, Food Service Manager) was in-

abrasion was found. The pressure ulcer
developed on 9/23/14. No further interventions
were initiated.

serviced on 02/10/15.
4. The DON/designee will audit each month |02/16/15
- that the resident care plans are based on the
A r.eView of thEAdn?iSSion MDS d_a,ted 8/26! 1‘! . resident’s comprehensive assessment to
indicated the following: Bed mobility - supervision S .

ensure that a resident receives necessary

and set up; Transfer - supervision and set up; .
Toilet use - supervision and sét up; Personal treatment and services to prevent pressure

hygigne - supervision and set up; ar!d Bathing - sores unless the individual’s clinical
physical help in part of bathing activity. The ' condition demonstrates that they were

functional status. The 30 day MDS dated 9/13/14

indicated a decline in functional status: Bed sores receives necessary treatment and

mobility - limited assistance with 1 person ’ services to promote healing, prevent
physical assist; Transfer - limited assistance with infection and prevent new sores from

1 person phy§ical assist; Toileg use - limited developing; alert alarms are being checked
assistance with 1 person physical assist; . that it is on and functioning at the beginning

Personal hygiene - limited assistance with 1
person physical assist; and Bathing - total
dependence. ' '

of each shift and that staff are not leaving
residents unattended on the toilet and the
results will be reported to the QA Committee

The resident was discharged home with the .
pressure ulcer on 10/3/14. each quarter. Completion date 02/16/15.

2) On 1/26/15 at 2:30 P.M. interview was done
with the Director of Nursing (DON). The DON
reported Resident #67 fell on 1/21/15 when he
attempted to get out of bed. He had an abrasion
to his forehead, no sutures were needed.

Record review done on 1/27/15 at 1:00 P.M.
found Resident #87 was admitted to the facility on
9/3/14 with diagnoses including sepsis,
pneumonia, and on hospice. Review of the
nursing note dated 1/21/15 (11:28 A.M.) notes the
Mfice of Health Care Assurance
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‘CNA reported Resiclent #67 fell to the floor in the

*| applled to the resident's foretiead and a CAT

fall related to. history of fall, impaired mobility,

clear of clutter and adequate lighting in resident

promptiy {encourage resident to await
assistance); monitor for signs/symptorns of

elisure resident uses eye glasses for ADLs; and
Tesident uses hearing aid for impaired hearing.
The residents care plan was updated on
11112114,:-11/25114, 12/2/114 and 12714114, The
Updat

alofe

| #67

Contipu_ed From page 6 _ 4136

bathroom. The nurse notes there was bleeding
on the forehead and bilateral arms near the
&lbow. Resident was senit to emergency
department. - Upon return a.dermabond was

sca was donie which was negative. ‘Review of
the resident's care plan found a plan for potential

BIMS score of 3, hearing impalrment, and
incontinence. The onset of the care plan was
9/21/14." Initerventions included: "Fall Alert"
symbol ofi resident's door as applicable; -
implement falling star program as applicable; bed
locked aind in lowest position; ensure floor path

room; ensure call light within reach and answered

psychoactive meds; alért alarm on at all times;

on 11/12/14 inqluded the following
intefventions: do nat leave the resident
the bathiroom and instruct the resident to
call button to alert the staff that he is

adaifion

-of the nursing notes found the resident
ll.on 11/25/14, 12/14/14 and 1/21/15.
Requested to review the facility's incident reports.
The incident repoits were provided by the faglity
wed on 1/28/15 5t 9:35 AM, Resident
¥67 wais found.on the beithioom flaor on 11/26/14
2240 B.M. A Certified Nurse Aide (CNA) was
providing assistance fo Resident #67's roommate
(transferring to the wheelchair) and heard

897G

If continuatlon sheei 6 of 20

P g L



I

PRINTED: 02/06/2015

' ' FORM APPROVED
Hawail Dept. of Health, Office of Health CaP‘HAgsu ranc
’ STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA (X2} MULTIPLE CONSTRUCTION (x3) DATE SURVEY
AND PLAN OF CORRECTION {DENTIFICATION NUMBER: A BUILDING: o COMPLETED
125059 B. WING 01/29/2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CIYY, STATE, ZIP GOIE ' '
2459 10TH AVENUE
PALOLO C SE HOl .
T HINESE HOME HONOLULVY, HI 96816
064 ID SUMMARY STATEMENT OF DEFICIENCIES o - PROVIDER'S PLAN OF CORRECTION 1 s
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACHCORRECTIVE AGTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-IEFERENCED TO THEAPPROPRIATE - DATE
4136 Continued From page 6 4136

i upclated (11/26/14) to include the following: offer

‘matiress on egch side of the bed; use the walker

: galt and balarice.

| fall.dnd found Resident #67 on the bathroom
‘flodr: - The resident sustained a linear skin tear to
| Review of the direct care staff (CNA) statement of

| the fesident "keeps on usirig the tollet and also

samething in the bathroom and found the
resident op the floor. The resident sustained a
laceration to the left eyebrow, abrasion to the
nose and skin tear to the left elbow.and left upper
arm, The CNA reported that the resident's
personal alarm did not go off and the alarm was
"heVer turned on". The CNA also reported when
he entered to provide care for Resident #67's
mommate, Resident #67 was obsarved to be
lyirig inbed. The resident was interviewed and
stated that he did not use the call light and fell in
the bathroom when he was attempting to sit en
the tquet The resident was re-oriented about the
use.of the calt light. The faility did not implement
the resident's care pian for alert alarm on al}
tlmes The facllity documents the alarm was not
on when resident managed to get out of bed and
to the bathroom where he fell.

Subsaquently Resident #67's care plan was

foilet every 1-2 hours pm, frequent monitor cheok
resident, frequent check bed alarm on and in
working condition; routinely check resident
thretighout the shift; resident does not want clip
alarm, it agitates and Irvitates the resident; fioor

if resident wants to go the the toilet to stabilize

On 2!14/14 at 1:30 A.M. staff heard something

the camer of left eye and & left elbow skin tear.

121147186 at 1:24 AM. The CNA documents that . .

imr,rying of looking on invoice papers”. The CNA
documants the resident did not use his call light,
_which he "normally” does and was "confused”.

fﬂce of l-leqlth Care Absurance
TATE FORM
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-The CNA provided another statemenit dated
12/14/14 at 1:26 A.M. that Residént #67 used the
tollet with assistance but did not want the GNA fo
watch while he was using the toilet so went to
stand "by-the door by the hallway and normally
[resident's narne] press his call fight but tonight
he'looks confused”. The facility did not
implenient care plan for fall prevention, do not -
leave the resident alone In the bathroom and
resident fell. ,
The resident's care plan was updated on
12/14/14. " Interventions included: continue to
- | monitor for bladder or urinary frequency, resident
has history of BPH; toileting schedule program;
Gontinuously remind patlent to sit down at the
edge of the bed for a few minutes béfore standing
up to.prevent sudden syncope...* On 2115
Resident #67 fell in his room. He was. found at
he:foat of his hed with laceration fo both elbows
and forehead. No care pian update was done.

Interview with the MDS Coordinator was done on
/28115 &t 10:21 AM. The fall of 14/26/14 was
reviewad, the MDS Coordinator confirmed that
the Fesident's care plan was not implemented at
| the timme of his fall, The tesident's alarm was off
when he managed to get out of bed and ambulate
to'the-bathroom. At 10:30 A.M. the DON :
participated in the interview and concument
review of the documents provided by the facilty.
resident's second fail, dated 12/14/14 was
ewed. The staff members confirmed that the
28idont's care plan was updated fo include
interyention of not leaving ttie resident alone in
tie bathraom. Reviewed the assigned CNA's
Wwritten docurnentation noting she wes sténding at
the hallway door when the resident fell. Inquired
whether the resident's care plan was being
implementéd at the time of the fall. The DON
f&";onmj‘sm fesnos o 597611 If continuation sheet 8 of 20
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reported that it is. possible that the resident does
not weint to be watched. Further inquired whether
standing at the entrance (haliway door) is where
the gide should stand if the resident does not
want staff in the bathroom with him. - The DON
confirmex that the resident's care plan was not

" | being implemented and the cars plan was not

updated to address the resident's choice of not _
having staff present while he is using the tollet.
Further queried staff members regarding
Tesident's ability to use the call light,. The DON
reported that the resident has short term memory

impairment and wil] ise the call light occasionally.

The DON confirmed that the resident is not
capable of training to use the call light.

The .bON reported that during the investigation of

the most recent fall, it was found that staff
members were not implementing the resident's
toileting schedule.” The DQN has provided
re-education to direct care staff members and

.| has baen monitoring whether the toilet schedule

is belng implemented by staff members. The
DON further reported the terazosin has been
djuisted to address the resident's benign

prestatic hypertrophy (BPH). -

| Residert #67 has had three falls (11/25/14,

12/14/14 and 1/21/15). At the time of the

| residents falls in November and December, the

facility was not implementing the resident's care
plen (alert alarm on at all times and rot leaving

the resident alane in the bathroom). The

resident’s care plan was hot revised to address

his concem of having & staff member prégent

while he is i the bathroom. Also, the intervention
to remirid the resident to use the call light was not

consistent with his cognitive level.

4138
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T
(b). An individualized, interdiscipiinary overal pian 1; %’;s 28 /12/15, for resident #67 the care plan | 2/16/15
of care shall be developed fo address prioritized dand d by the SW, ’
resident needs including nursing care, social was reviewed and revised by the SV
| work services, medical services, rehabiitative Dietitian and Nurses to include the
services, restorative care, preventative care, | following interventions: Non-
dietary I(ermt:lmﬂo;‘al requirements, and ' pharmacological interventions for Seroquel/
resident/faméy education. Lexapro: When resident yells: Ensure I
.resident’s safety and come back n 5
“This Statute is not met as evidenced by minutes, Side effects related to Lexapro:
ey 1 i R e e i
compreherisive care plan for each resident that Seroquel: drowsiness, s copiness, ohills,
includes measurable objectives and timetables to sweats, dystonia, akathesia, lips smacking,
-meeta resident's medical needs that are tongue movements. Refusal of showers.
identified in the comprehiensive assessment for 3 shower in edrty AM, S ffe showe
of 14 gampled residents (Residents #77, #69, daily Jevery shift if reside t :

3 reside trefuses, com
and #67) of the 26 residents reviewed. back and ask again, offer ath.
Flndmgs include:
1);Record review doneon (26/ 5a :30 P.M. For resident #69 the ¢are plan was reviewed
found Resident #67 has a physician s order for (2/13/15) and did m ud the ollowing
seroque1 25 mg., one tab PO QHS for dementia interventions: Resident deve oped a
with behavioral disturbance and lorazepam 0.5 : opeeLs -,
rng give one tab prn QHS Review of the coccygeal abraston e to humidity to the
Megication Administration Record was done with coccyx on 9/9/14 with an o der of bacitracin_
t';lgd Dm ngNursi%\rsr;n(e%Og) ol égg? 5at2:22 ointment and to cover it with non-bordered

con e res was given .
prn of torezepam on 149/15. The DON also oo, 00 e on'an sfy makteeag, S0 Pad ¢
.| depression. ‘Review of the resident's care plan hers . Shehad an " eostomy and was on

for at risk for altetation in- mood/behavior:with Magt Cup. Res'dent was seen by a
ng fwsis of dementia with behaviors and use of physician every  esday. On 9/16/14 the
seroquel notes the following: resident has been dréssing order was Hiscontruued and
refusing to shower on his sched led shower o tler, was disqontinoeg At
days, call daughter in taw and inform of behavior changed to bacitracm ointment and to cover
and manitor for side effects of semqueL itwi .
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4174 Continued From. page :IO_ 4174 Contirued from page
Interview was done with the DON and MDS On 9/18/14was placed o Basure.  n
Coordinator on 1/28/14 at 10:45 AM. Inquired 9/23(14 the dressing order was discontinued
what behavior is being monitored related to' e and changed to bacitracin ointment and to
lgs?t ifc:_f ‘Sfr@&ueg thhe ,retsponse t\;va.sa for yelling. coverjt with ordere foam.On 9/ 0 14 the
urther inquired what triggers the resident's .o d the di .
behavior for yelling. - The staff replied when staff sl:n' fragtused an 5 ° agn:ils Wa?th
or anyane Visits and he is uncomfortabie wi  the changed tostag 2 pressure uloer with a
person he will ysll, The resident's daughter-in-law new dressing order of duodenum an
is coritacted 1o visit with the resident to calm him change every 3 days Care plan was
{ dowh. Queried why the resident is refusing cars, { updated on 10/1/14, The residerit was
did the facility assess why the resident is refusing tinent of bowel and bladde . All th
showers?. Does the staff offef bed baths? The comnont ot b '
‘staff rasponded that since agmission tge resident above were care planned and do ume ted.
doesn't want to be showered and a bed bath is ) »
probably-offered but nof sure whether he is For Resident #77 the staff was surprised to
agreeable. The staff members confirmed that the hear that he wanted to drink soda as he
care plan for use of sefoquel to address never requested that he wan "' so
ﬁ“ﬁéﬁﬁ:ﬁﬁ?@gﬁé&'ﬁéﬁﬁﬁf Inquired - ol questined by the surv o on 27/
wli"etlxei' the i‘ési'déhty- has a- ca':ré;plah toin clude He had not inil'ormed the staff therefore er
side effects related to the usé of lexapro. The was 10 hydration prefe ences. sted o
DON agreed to foliow up. The DON did not care plan. The dietitian assesses fo o
gaﬁvft!e further documenitation of care plan_t? | and fluid preferences on admission and
lexcg:r? the side effects related to the use of arterly and was just assessed by her on
Vg 1/ 8/ 5. Atthis time the resident was
2) Cross reference to 4 136. assessed documented on the care plan by the
SRR A . 'S . daetitian and he did not state any fluid
The facllity failad to updats/revise R #59's care preferences. He did state that he wanted
Rrttier skin breakdown. The R #69 was admitt more “jook” which was increased to
to the facllity on 8/18/14 for aftercare foliowing e also refused to select his menu. Upon
facg %inal surgery. Her skin was intact aside - questioning the entire staff everyone denied
om the abdominal incision. On 9/9/ 4 a - " the resident stated tha he wanted to
Cerﬁﬁed Nurses Alde, CNA, nofified a 68 spd 3 soli::1 2/ 2/ 5 thy ei‘;eazt’s wife
Nufse, LN, about an abfésion on her coceyx. 5000 0 o Ic8 .
9[9]14, an incident report (IR) was genérated stated that she had eft the 2 bottles of water
which noted the skin breakdown was due to on the residen ’s bedside and must have
humidity. The IR noted the residentwas.
continent of bowel and b adder. The physician
fice of Health Care Assurance - ‘
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4174 Continued From page 11 .| 4174 Continued from page 11. y ot
) On'2/16/151 spoke to the resi ent’s daughter
wls notified and he ordered dressing changes for who stafed that her mother brought the

the abrasion on 9/9/14. The resident already had

an air matiress for prophylactic skin care. An air bottled water and drank some of it to take her |

fan was placed in the room for increased comfort pills. Both family members do not recall
iand gt: prowd’_et éxira flow of air in the room. The informing the staff of the preference to drink
noident repo further indicated the resident was e G .
to be:reiminded to continudusly tum and soda, 11 pddition tis rosident we moeting
‘feposftion herself in bed to prevent pressure ulcer his fluid goals. His average fluids for the
and other skln issues. ' entire month of January 2015 were 1600ml/
A few‘of fhe ™ t|tled PotentialActual day with a fluid goal of 1400ml/ day. For
seview of the care plan "Potential/Actual | ; ;s atits : d
Impalred Skin Integrity related to 1. lieostomy, 2. [ e e et
Mid ‘abdominal wound, and 3, (9/23/14) Coccyx", revised the CP to inc uic methods an
dated 9/2/14, noted the following approach: 0.5 x _ preferences of soda on 1/28/15. _
02 ¢ oriation to cocey, clean with normal ' 2. On 2/5/15-2/13/15 all resident care plans | 02/13/15,
sahng‘!):fp'y &Baf citracin O"Ltme"}'\nmver w'g‘h were andited, reviewed and revised by the
non-bordered foam every day. An approach was L ,
| added:on'8/23/14, "Coc:tyygeal abrasion to . SW, Dictitian, and Nurses o ensure fhat the
- ar with nonnal saline, apply Bacitracin following is care planried: includes non-
cover with bordered foam every day. pharmacological interventions for residents
etk Ppm%ch stated, *Timely '"wnﬁ"e"?e on psychoactive medications; side effects
qeps n clean and dry to ileostomy‘ interventions/monitoring related to

medications use; interventions related to
& : refusal of care; interventions to prévent
. was dlagnosed withaStage2 - pressure ulcers; and fluid preferences.
ulcar-on 9/23/14 but it was ot indicated 3. On 020215 — 02/13/15 all Licensed 02/13/15
Nurses, SW, Dietitian and CNAs (current,
7 new and annually) were in-serviced on the
#77 was admitted on 10/9/14 with requiremenis that care plans must be
565 which indluded: Derientia NOS comptehensive and includo no-

vioral disturbance; Chrofiié kidne W . .
tége sl.aPnesxtJumqnia Ho got d'ag?msyed pharmacological interventions for residents
ion on 10/14/14 when a LN noted | on psychoactive medications; side effects -

was lethargic, drowsy, dry mouth, interventions/monitoring related to
rine output. The'LN further. indicated medications use; interventions related to

| the s-average meal intake over'the
‘1 previous 3 days was 25-50%. The physiciah was refusal of care; interventions o prevent
iotified and ordered intravenous (IV) fluids He pressure ulcers;.and finid preferences.
iice of Flewlth Gare Asswance o .
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regained hydration and was taken off IV fluids. Al oﬁl 'ér M(;Dmm?n’ 4 o oi/ir(;,/ll 5
His care plan did not Identify methods and Menager) was in-serviced on 02/10/15.
preferences to mest his hydration needs. 4. The DON/designee will audit each 02/16/15
L : . month the care plans to ensure that it is
Dﬁ?l}ﬂ O?Servigoig; g; the af_'tée;n&ondof i1/2‘t7l 15, comprehensive and includes interventions
an interview with R #77 revealed his desire to e g
drink soda. He reported that he would love to for non-pharmacological interventions for
drink-asoda, Surveyor informed the resident that residents on psychoactive medications; side
she would check with facllity staff to see if he effects interventions/monitoring related to

-gbl.-lkj get f?:odd_al. The R#77 'igiscqumfgf?d ﬂc‘ie medications use; interventions related to

Surveyor from discussing it with'the staff an s of pares § o '
stated, "Don't tell them. They won't do anything. reﬁ_lsa{."fm’ ipterventiong:fo provent ‘

Yoli ¢ah do that for me. | don't want you to tell pressure ulcers; and fluid preferences an

| thé'staff because nothing will happen.” At the the resnlts will be reported to the QA

resident's bedside were 2 small (6-8 oz.) bottles Committes each quarter. Completion date

of water... One bottle was half filled while the other 02/16/15.

was Undpened and full. : ;
Qn the aftemoon of 1/27/15, the Licensed Nurse,
LN #3, was notified of R #77'$ desire to drink

soda, The LN #3 reported that the resident didn't

have any dietary restrictions (ex. restricted sugar

intake) aside from nectar-thickened liquids that

‘waould prevent him from having soda, She further

stated that she would notify' the oncoming nurse

becduse her shift was ending. The LN #3 stated

that she wasn't sure if soda could be thickened.

Shie stated thit she would notify the LN comirg

.on:the next shift and the Registered Dietician
(RD) that the resident wanted soda and see what

they could do. i
Interview of R-#77 on the moming of 1/26/15

found him angry and agitated about not receiving
a'soda on 1/27/15; He stated that was why he

didntwant the Surveyor to-discuss it with the '
facilify' because nothing ever happened. On
1/28/15 at approximately 8:46 A.M., the LN #6

and the RD were nofified. The LN #6 and RD

statedthat LN #3 did not notify the oncoming _

fiice of Healfh Care Asstirance : : ‘
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4174 Continued From page-13 4174
hu_r%e'pf the resident's request and therefore they
alsoweren't aware. The RD immediately went in
to see him, She stated that she wasn't aware of
his preference for soda.
Afeview of the care plan fitled, "Resident Is at
nutrition/dehydration risk due to mechanically
altered diet, variable oral intake, below ideal body
weight, low BMI", dated 1/18/15, noted, "Provide
fresh water and oral fluids preférred by the ‘
'| resident - distribute over 24 hours following dally
fluid goal (1400 mi/day), (Nectar liquids).” The
resident was-experiencing poor oral intake,
averaging 20% intake of meals over the previous
2 weeks (114715 - 1/27/15). Thé ¢are plan did
not specify his fluld preferences. The staff (LN
#6, LN 43, and RD) was unaware that he wanted
1o drink sada. :
4 -194? 11-94,1-46(k) Pharmaceutioal services 4194 | 4194-11-94.1-46(k) Pharmaceutical services
| : R 1. On 02/03/15 Licensed Nurse #8 was 02/03/15 -
- | ().-Drugs shall be stored Ulndef"PrDiW conditions coungeled/observed by the DON/ADON to
| of sanitation, temperature, light, molsture, s
- “Venitilation, segregation, and s scurity. not l’eav.e medications on top of the
bttt medication cart unlabeled and unattended by
fal the DON/ADON. '
This, Statute .is not met as evidenced by: 2. All Lic. Nurses were in-serviced/observed | 02/13/15
Based onobservation, staff interview, and review by the DON/ADON on the policy that no
.| of medication administration guidefines, the e o bo o umationdd
fécllity fallod fo ensure that medications wers tabelt, REELN
stored and labeled with the resident's name and mmlabeled, such as on the medication cart
kept'medications locked/observed at all times. completed by 02/13/15.
R R ' 3. All new Lic. Nurses and annually will be | 02/13/15
ey _ _ in-serviced on the policy that no medications
\‘miédication administration was abserved on are {0 be left unattended and unlabeled, such
“1128/15 at11:14 AM. LN #8 released two pills as an the medication cart on 02/02/15 —
from, two separate blister packs into a small 02/13/15. :
| medicine cup for & resident, Afer releasing the 4,The DON/designee will audit each month | 02/16/15
758 f Flealth Cars AGEUrarce
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| IS X ' that Lic. Nurses are not leaving me lications
Ppills, she realized that she needed apple sauce unattended and unlabeled, such as on the

for this resident. She did not label the medicine G il ;

cup with the resident's name. She covered the | medication cart and the results will be

.| medicine cup with 2 clear plastic drinking cups. reported to the QA Committee each quarter. -
Then, she left the medicine cup unattended on .| Completion date 02/16/15.

top of the medication cart. And, went {o retrieve

an apple sauce from the refrigerator nearby

-approximately twenty feet away from the

medication cart.

An interview was conducted with LN #8 a few
minutes later regarding the facility's practice in
leaving medications unattended. Staff stated that
| it was okay to Jeave medication for a short time
as long as the medioine cup has the resident's
name on it. But, she realized that she forgot to
label the medicine cup with the resident's name.

An interview was conducted. with the DON on
1728/15 at 1:30 P.M. Surveyor informed the DON
regarding the medication administration
observation of falling ta label the medication cup
with the resident's and maintaining the safety of

| the medication. The DON stated her expectation
Wais for steff to label the medicine cup with the
resident's name and either lock it in the

| medication cart or take the medicine oup with
sfaffwhile enroute to the refrigerator to obtain the
apple sauce. L ) _ _, _ ,

On'4/20/15 at 2:30 P.M,, the "Nursing Care
Center Pharmacy Policy and Rrocedure Manual -
2007 PharMerica Corp,” 7,1 Medication

| Adminisiration General Guidelinés dated 12/12
Pa f 6 #17 was reviewed. The policy stated,
"D administration of medicaltions, the

| medication cart s kept closed and logked when -
out of sight of the medication nurse, No -
‘medications are kept on top 6f the carit. The cart
must be clearly visible to the personnel

e of Health Carc Assurance ; :
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4194 ,Coritinugd From page 15 4194
administering medjcations when unlocked.”
4 203/ 11-94,1-63() Infection control 4203 4203-11-94.-53(a) Infection control
- (0. THare hek & s o 1. CNA #1 was counseled that that she is not to| 02/14/15
a) There shall be appropriate policies and ; irty to ¢l h as place sli
procedures written and implemented for the 91"’:: f‘°"f‘dd’“,y o .
preventlon and contyol of infectious diseases on the restdent's feet then without washing or
that shalll be in complianoe with-all applicable sanitizing her hands proceed to brush a
 laws of the State and rules of the department resident’s hair on 02/14/15.
relatiig to infectious diseases and infectious RNA #1 was counsseled on, cleaning from dirty
waste. to clean and not to use the same towel to clean
: ' the floor then the shower chair on 02/13/15.
This:Statute is not met as evidépcgd by: An infection control policy was reviewed with
Bg,seg on obg,e_:rvatioh,. ;q;'efvf::w i\gjﬂl stlaff the DON, RNA #1 that the PDI wipes are used
members and review of the-faclity's policy and 10 shower chiire ]
pracetiyres, the facility falled fo maintain an to rou@ely clean the shower chanrs.};efore and
irfe efion control program desi ghed 16 provide a after each use. The housekgep.ersixfn.ll clean
sanitary environment to help prevent the .[the shower chairs every day with disinfectant.
development and fransmission of disease and The “orange top™ containers with bleach will
infecfion. be used on equipment used by residents with
Fil'iain g iﬁc‘&{dﬁ? | e 1 C—diﬂicile, susx.)ected/acmd on 02/09/15. All
1) 'On:1/28/15 at 8:39 AM. observed ‘Restorative the shower chairs were power washed 2/12/15
-Nursé:Aide #1 (RN@#l—).‘ighéeﬁhg ashower chair and 2/13/15.
-] Qut im.116. The aide put the shower chair LN #8 was counseled on the proper procedure
i Boom.113 next to Resident #0's bedside. The to wash hands before and aﬁeli ih I;e,at:ment
alde reported that she would:be providing a : :
Ower fo Resdent #6. 01 02/03/15. J
ysident in LN #4 was counseled that she must sanitize he
hands before administering medications on
02/04/15. ;
2. All Lic. Nutses and CNAs were in-serviced/ _
observed on not to clean from dirty to clean | 02/13/15
th such as cleaning the floor then the shower
1 #1) \ chair and placing slippers on the resident’s feet
15y o ohe withouf washing or sanitizing
@ of Heallh Gare AssUrance
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hands and proceed to brush a resident’s hair.

resident’s feat then without washing or sanitizing Use of “oqmge tops™ it Hleach to:clsss

her hands proceeded fo brush the resident's hair.

CNA#2. placed the shower chair into the equipment with residents with C-Difficile on
bﬁthrloom_ and commentéd that housekeeping .| 02/02/15 -02/13/15. All Lic. Nurses were
should be catled to clean the bathroom. The RNA educated/observed on the requirement to
'rg;?rbed that Resident #31 would be showered st bands belore sl aftet Seak TG
K . : and to wash/sanitize hands before
At9:317 A.M. RNA #1 was observed in the administering medications on 02/02/15 —
bat?'?:m* ‘sﬂhhe fook d,'%g%"f ?Otgsdﬂomt?} 02/13/15. All housekeepers were trained on
.| contairier with a purple lid and wiped down the s i daily wi
seat of the shower chair. The container was oleaning the shower ehair daily W‘ﬂ’ﬂl
‘labeled as PDJ Super Sani Cloth Germicidal disinfectant, including the undemea Thclare
Disposable Wipe. Thefe was an odor in the will be a sign at the entrance of the door with
b:.th! oom. The RNA reported that the seat of the a “C” to indicate that they need to use a
‘showsr chaif neéds to be wiped down as | i 3/15. All sh
residérits somistimes defecate during the shower. bllle?"h vsv;’u‘“:“ on 2/13/ el
| RNA#1 then wheeled the shower chair next to Chaits WEL be power washed every o
| Resident #31's bed, . | month, -
P S, | _ _ 3. All new Lic. Nurses and CNAs and 02/13/15

Inquired whether she used the shawer chair to

| shawer a resident in Room 116, The GNA replied cleaning equipment before and after each-

tha t eanWered Re_SEderit #56 The CNA use, not to clean from dirty to clean such as
reported that she sanitizes the shower chair ‘ cleaning the floor then. the shower chair with
&efoé:':"d '@?;ﬁmteh Ch?‘l.r is us;:; II Q‘é‘;'l'i:d#gw same towel and placing slippers on the
©.CNA sanitizes the shower chair. Py . .
responded she will use the wipe cloths, enauring . resident s feet without washing (Tr san’mzmg
| She wipes down the seat, the back of chair, hands and proceed to brush a resident’s hair.
armrest and foot “thingy". : Use of “‘orange tops” with bleach to clean

R ; equipment with residents with C-Difficile on
Interview was done with the Director of Nursing | 02713/15. Lic. Nurses are washing/sanitizing

(DON).on 1/28/15 4t 2:18 P.M. Requested a \
| copy of the Tfagility's policy and prézcédura for their hands after/before each treatment and

sand&iqg ‘resident care equipment. The PON before administering medications on
mﬁeﬁg equipment ”SthllC% be rinsed or W!P'eg Id § <+ 02/13/15. All new housekeepers and
vithi PDI wipe cloths. Inquired What areas shou R
| b finsediped. The DON regpondad the arees s oo oparkedm fadelly
where the resident will hiave contact with the . cleaning of the showet chair, including
‘ chair. -Inquired whether the wipe cloths underneath. Use of bleach solution for
ice of Health Care Assurance il : i '
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'| the joint of the seat and the frame. There was

cloths in the purple container does not kill
c-difficile, the nursing staff will have to request .
bleach cloth and the plan is to purchase these
cloths (orange top containers). The DON also
reported that bleach solution should be used
when resident has incident of bowel incontinence
during a shower. Inquired how staff members
know whether the equipment has been cleaned.
At2:51 P.M. the DON stated that the equipment
should be cleaned before and after usage.

Second observation was made at 2:50 P.M. with
RNA #1 in Room 120. The RNA stated the wipes
from the container with thé purple top is used to
sanitize and this is what is used if there is facal
matter on the equipment. Observation of the
underside of the shower chair was made, At the
back side of the seat there was brown spot along

also some brown spots on the under side of the
seat. The RNA said some of the spots were
stains and she would take care of the rest and
went into the bathroom and obtained wipe cloths
from the container with the purple lid.

The DON later reported that the staff in
Environmental Services (EVS) informed her the
use of the PD{ wipes are used to sanitize the
shower chair. The facility's policy and procedures
for sanitizing shared resident care equipment was
not provided prior to survey team's exit of the -
facility.

The facility failed to ensure the spread of
infections via resident care equipment as there
was no evidence of procedures for cleaning the
shower chair. Observation found staff members
use PDI cloths to wipe the top of the seat of the

shower chair. Interview with- other staff members

'{ medications. The results will be reported to

(X4) ID ~ SUMMARY STATEMENT OF DEFIGIENCIES 0 PROVIDER'S PLAN OF CORRECTION 5)
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4203 Continued From page 17 4203 | Continued from page 17.
: pag
eradicates c-difficile? The DON replied that the with D-Difficile on 2/13/15.
4. The DON/designee will audit/observe each | 02/16/15

month that Lic. Nurses/CNAs are cleaning
equipment before and after each use, not to
clean from dirty to clean such as cleaning the
floor then the shower chair with same towel
and placing slippers on the resident’s feet
without washing or sanitizing hands and
proceed to brush a resident’s hair. The DON/
designee will audit/ observe each month that
the staff use of “orange tops” with bleach to
clean equipment with residents with C-
Difficile, and Lic. Nurses are washing/
sanitize their hands after/before each
treatment and before administering

the QA Committee each quarter.
Completion date 02/16/15.
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found sanitizing includes wiping the seat, back of
chalr, arm rest and legs of shower chair.” Also,
the PDI wipe cloths presently used for cleaning

equipment does not address c-difficile,

2) An observation of left hip pressure ulcer
dressing change was conducted on 1 128115 at
9:46 A.M. First, LN #8 was obsefved to removed
Id Opti-foam'dressing from the prassure
removed. her gloves, and used the
Sani-wipe to clean her hands. Then, ‘she applied
a new pair'of disposable gloves to clean the
| Woundsite with normat saline, With the same
gloves, she opéried the Ziploe package from the
medication cart that contained the Santyl

olniment, opened the Q-4ip and Qptifoam -
dres he applied the Santyl.ointment with
thy he pressure ulcer site, then removed
i her:uniform pocket and marked the
dressing'with the date and time, She

8 Opti-faam dressing to the pressure
he thén removed her gloves; did not
nds after the progedure, and refurned
intment and Sani-Wipes and
upplies to the treatment'cart.

view was conducted with 'the DON an
/e  1:30 P:M, regarding préssure ilcer
dressing changes. She stated staff should wash
their: s:beforé and after each time a

was done.

o Chinese Home Iiifection Control

[ Procedure # 6.1 dated 11112 -

Ing" was reviewed on 1/29/15 at 2:30
page 2 of 2 sedfion. B; Other Aspacts Of
And Protection #1.Glove usé: “Gloves
S 'as an adjunct to, hot & Substitute
for, hahdwashing. Gloves should be use for

hand-contaminating activities, Gloves should be

ioe of Heatth Care Asstrance.
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resident's room

7

removed and hands washed when such activity is
completed, when the integrity of the glaves is in
doubt, snd betwe en residents." !

3)On 1/28/2015 at 3:31 PM LN#4 was observed
for-medication administration. LN#4 released the
dication for Resident _
then. touched the mouse for the MAR and
touched the computer keyboard. LN#4 then
picked up the cup and spoon, went info the
and fed the medication to
Resident #56. A interview was conducted with
LN#4 regarding hand sapitizing priorto
administration of medications. RN#4 sald she
had forgotten to hand sanitize after touching the
mouse:and keyboard before administering the
medication to Resident #56.

#56 info a medicine cup
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